Since July 2011, Sudan has been divided into two states, Sudan and South Sudan, following a peace agreement signed in 2005. However, since this separation, conflict has begun between the two countries for control of the town of Abyei, which sits within a disputed region, rich with oil, on the border between the two. A conflict had already started in the region of Darfur, lying in the far west of northern Sudan, in 2003, and has continued to this date. According to the United Nations (2007), over 2.5 million civilians have been displaced from Darfur and the death toll is variously estimated to lie between 200 000 and 400 000, including many women and children. Not only that, but other parts of Sudan have also been affected by the long and exhausting civil conflicts, with shortages of water and food, and ultimately widespread famine. Thousands of people have become refugees. The extended civil conflict and war have undoubtedly had a negative impact on the country's economy and consequently on the health services, including mental health services.
Prevalence of mental disorder
Studies have shown that the incidence rates of certain psychiatric conditions, notably depres sion and posttraumatic stress disorder (PTSD), substantially increased as a consequence of the civil conflicts in Sudan. For example, Roberts et al (2009) carried out a crosssectional survey of a random sample of the general population in Juba city, the capital of South Sudan, with a sample of 1242 adults. Levels of exposure to traumatic events and the prevalence of PTSD were measured using the Harvard Trauma Questionnaire and the pres ence of depressive illness was measured using the Hopkins Symptom Checklist. Over a third (36.2%) of respondents met the criteria for PTSD and more than half (58.7%) the criteria for depression.
A study of the impact of trauma on the Ngok Dinka, the native people of South Sudan living in the town of Abyei, was conducted by Kush Inc. (Campbell, 2012) . This survey reported that within the population displaced by the conflict, 38% overall, and 51% of women, met criteria for PTSD. We do not have any statistics about the prevalence of PTSD or of depression in the general popula tion of Sudan before the conflict, but in the UK, by way of comparison, the lifetime prevalence of PTSD is just 1-9%, and that of depression 5.8%.
All people displaced as a consequence of con flict are affected by mental health problems to some degree, but women and children are more seriously affected. Kim et al (2007) carried out a study in January 2005 among six camps for dis placed persons in Nyala District, Darfur. They used systematic random sampling to select 1253 women and asked them about their mental health and general health status as well as their opin ions on women's rights. The investigators found that the prevalence of major depression was 31%. Women expressed concerns about their limited rights arising out of the constraints of marriage, lack of freedom of movement and limited access to healthcare. The study also found that 98% of women meeting criteria for depressive illness felt that counselling provided by international agen cies would be the most helpful form of treatment. These findings confirm that the prevalence of mental illnesses such as depression increases as the result of civil conflict. They also stress the importance of counselling as a potentially useful treatment option.
services
The mental health services in Sudan, before and during these conflicts, were lacking human and other resources to handle the high demand, and to date that position remains unchanged. Mental health services are not a priority for government, and their availability varies considerably from one region to another. In the capital Khartoum, in the east of Sudan, the situation is better than in other regions, because there are established psychiatric hospitals and mental health professionals in the capital.
In a report by the Sudanese Psychiatrists Associa tion (2006) , the following problems were highlighted:
• The prevalence, incidence, pattern and trends of mental illnesses are not adequately known due to limited sources of information.
• Mental health services coverage is low. Outside of Khartoum State, the service is limited to nine urban areas and services are almost absent at provincial and district levels; there is no coordination across centres.
• Mental illness still carries a social stigma and helpseeking tends to happen only at late stages of illness.
• Patients with psychiatric disorders consult spiritual healers first. Psychotropic drugs are not available at an affordable price. Children with psychiatric disorders are often taken to see paediatricians and general practitioners.
• Longstanding conflicts and political instability causing largescale population displacement have resulted in an increase in immediate and future health hazards, particularly in populations who are living in temporary settlements.
• Some 150-200 qualified Sudanese psychiatrists have moved abroad, and this brain drain is a persistent and continuing problem.
What is needed now
In order to ensure there is sufficient and effective provision of mental health services to the popula tion affected by the civil conflicts in all parts of Sudan, community surveys should be carried out, to determine the prevalence of different mental disorders and specific service needs. A holistic ap proach needs to be adopted to ensure delivery of efficient care packages to all affected individuals. Such care packages should take into consideration the basic needs of individuals, such as suitable ac commodation, clean water, electricity and good ventilation. The physical health needs of the popu lation must also be addressed adequately in order to improve their mental health. Other needs, such as education, finance and a sense of security must be met to ensure a good response to any psycho logical help that can be offered. One suggestion has been to introduce mobile community mental health units to refugees in camps, to assess and address any mental health needs. Mental health professionals -psychiatrists, psychologists, social workers and nurses -should be present in each unit, with all the necessary resources to provide a communitybased service. A local inpatient unit should be available for patients who need to be hospitalised. Although various international organisations have been working hard to provide services for dis placed persons and refugee populations in Sudan, there is still a significant gap between the services provided and actual demand. The situation is likely to deteriorate further following the outbreak of civil war in South Kordufan (in Sudan but close to the border with South Sudan) and the Upper Blue Nile regions (in South Sudan) in addition to the ongoing conflict in Darfur. 
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Consultant Psychiatrist in liaison Psychiatry, royal National orthopaedic Hospital, london, uK, email ikkos@doctors.org.uk Empires come and go. Both Hungary and Serbia were part of the AustroHungarian and Com mun ist empires. Although these empires have gone, on the evidence of the reviews published in this issue, their legacy, in terms of culture, law and institu tions, remains. The authors highlight that, on the negative side, this legacy includes stigma and the neglect of people with mental illness, although these are hardly exclusive to these countries.
Effective protection in law, including guaran teed access to mental health services, is an essential component of ensuring parity between physical mental health law profiles and mental illness. The contributions to this issue on mental health law profiles differ in focus, with Kurimay and Vizi focusing on such provision in law as exists at present and advocating change for the future, while Lecic Tosevski et al demonstrate the complexities of attempting to change the law, something that must always happen in politi cal contexts and with political processes. In this context, the 'Enhancing social cohesion through strengthening community care' project as part of the Stability Pact for South Eastern Europe appears noteworthy.
